An 81-year-old woman presented with a one-week history of pyrexia (38.6°C), headache, acalculia, and hemianopia. Laboratory examinations revealed an elevated leukocyte count (10,000/mm 3 ), neutrophil count (8,200/mm 3 ), and erythrocyte sedimentation rate (43 mm/h). CSF study revealed pleocytosis (33/mm 3 ) and an elevated protein level (402 mg/dL). MRI showed leptomeningeal gadolinium enhancement (arrowheads) and multiple cortical-subcortical areas of dotted signal loss in the left parieto-occipital lobes on susceptibility-weighted imaging (SWI) (Picture 1). NeuroSweet disease (NSD) was diagnosed in accordance with the proposed diagnostic criteria based on the HLA type (B54 and Cw1), the presence of painful erythema nodosum (Picture 2), and the detection of neutrophilic infiltration on skin biopsy (1). Corticosteroid therapy led to the effective improvement of the clinical symptoms and a partial improvement in the MRI abnormalities.
To the best of our knowledge, this is the first reported case of NSD in which marked leptomeningeal abnormalities were detected on SWI. The abnormalities were considered to consist of cerebral microbleeds and treatable congested veins, which were caused by the vasculopathy associated with Sweet disease. Actually, one autopsy case of NSD with microbleeds and congested veins has been reported (2). Because SWI abnormalities are likely to go undetected in an incomplete examination, a neuroradiological analysis based Right forearm Left limb on the SWI data should be performed for patients with NSD.
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